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Among these cancers six were examined with the electron microscope and a series of ultrastructural modifications are described. Although some cells may appear as normal, others exhibit hypertrophy of some of their organelles.
The microvilli of the cell surface are sometimes hyperplastic. Mitochondria are often altered and 'cloudy swelling' is present.
Some cells may undergo normal differentiation to the goblet cell, others appear clear (Caspersson and Santesson's B type of cell) and others dark with dense nuclei and conspicuous ergastoplasm (Caspersson and Santesson's A type). The significance of this last type was discussed in relation to the effect of contact radiotherapy. Whereas classically it is supposed to represent a cell endowed with particularly active metabolism, the possibility that it corresponds rather to necrosis was considered. The authors described an unusual lesion of the rectal mucosa developed as a result of contact with cancer of the pouch of Douglas. Clinically it caused a dysenteric syndrome. Proctoscopy showed an area which was pale pink in colour, of a velvety appearance, being soft and pliable, non-hwmorrhagic and raised up in large folds. At biopsy, the mucous membrane was found to be hypersecretory with thick vegetative growths, lined with large clear cylindrical cells distended by an abundant secretion of mucus. In front of this rectal lesion lay a tumour in the pouch of Douglas.
This malignant tumour was genital in structure and was associated with an endo-uterine cancer. The pre-rectal tumour pushed back the colonic wall. At the point of contact the mucous membrane was 3-4 mm thick, composed ofjuxtaposed vegetative growths lined with mucous cells. But the malignant lesion nowhere infiltrated the intestinal wall.
This distinctive lesion, which the authors call 'muco-adenomatosis "en nappe"', does not appear to be described in the literature. It constitutes a reaction of the intestinal mucosa to contact with a cancerous focus outside the digestive tract.
Dr A C Young (St Mark's Hospital, London)

Radiology of Colonic Polyps
The double contrast (Malmo) enema demonstrates the geometrical features of polypoid lesions of the colon. The base of a sessile polyp is represented by an even, smooth line, appearing as a concave curve in profile, as an asymmetrical ellipse obliquely and as a circle only in the 'en face' view. A pedunculated polyp, being usually at an angle to the wall of the colon, has a skewed base. A malignant polyp is usually larger than 1 cm in diameter; its base is outlined by barium as a line not only irregular in form but also of uneven thickness. This line may project far into the lumen or may be so irregular as to present a complete interruption of barium coating the bowel. When a malignant polyp presents on a flexure, its base, seen in profile, destroys the smooth curve of the colonic outline. It is occasionally necessary to integrate several views in order to demonstrate all the features of a polypoid lesion; this is especially true of long-stalked pedunculated lesions.
Multiple polyps may be so closely set that they resemble a string of beads; they must be differentiated from polyposis ulcerosa and pneumatosis cystoides intestinalis. Small polyps, up to a centimetre or so in diameter, may not be felt at a laparotomy. Artifacts can cause mistakes in radiological diagnosis, so before the patient undergoes laparotomy for a polyp diagnosed radiologically, a confirmatory X-ray examination should be carried out.
The rectum should be included in radiological examination. Sometimes a lesion is seen on the film without having been recognized sigmoidoscopically. On the other hand some lesions seen sigmoidoscopically have failed to show in the X-ray films. The operation of colotomy may be considered for the removal of polyps in the colon beyond the reach of the sigmoidoscope. The affected segment of colon is exposed by abdominal section, frequently a muscle-splitting incision in the left iliac fossa.
